General population surveys in India, have shown that 6 to 20% of the suffer from psychiatric disorders (Sethi et al, 1967; Varghese et al, 1973; Nandi et al, 1990; Premarajan et al, 1993) . Surveys conducted in General Hospitals have revealed the presence of psychiatric morbidity among their outpatient population to be as high as 30% (Srinivasamurthy et al, 1976) . Thus in a country with population of more than 911.4 million people, the number of persons in need of psychiatric treatment also run into millions. Unfortunately the number of Psychiatrists in this country is too small to cope with this demand and the situation is unlikely to be very different in the foreseeable future.
Most health administrators and planners have accepted the fact that the only way to met the demand for psychiatric services is to equip the primary care physician to be capable of dealing with psychiatric disorders also. Traditional medical training in Indian has so far not been adequate to make the medical graduate capable of doing this.
A short term solution for this problem has been to train General Practitioners in the detection and treatment of common psychiatric disorders. Programs developed at NIMHANS and other places have shown this to be feasible and effective (Shamsunder et al, 1988; Devi, 1993) . However the long term remedy for our problem is only to make the undergraduate medical education more reality oriented by improving the content of psychiatry in the MDBS training program.
Starting from the Bhore Committee report, we have had numerous expert committees, workshops and seminars on this topic. Senior psychiatrists and medical educationists have conferred time and again, made impassioned speeches and passed strongly worked resolutions recommending methods to improve psychiatric teaching. Unfortunately, except for bringing out impressive looking reports which gather dust on the shelves of the policy makers, these seminars have not made much of a difference to psychiatric teaching. Even now, there are medical college without psychiatry departments whose medical students are sent to mental hospitals for training -an experience which often leads to a negative impression about psychiatry.
It was disheartening to see a recent circular from a leading medical university in this country prescribing a total of 30 hours for the teaching of Psychiatry AND Behavioral Sciences! In other words the medical graduate is expected to learn how to treat 30% of his future patients in 30 hours during his 4 1/2 years of medical training!! It is interesting to compare the time allotted for psychiatry with those for other subjects:-General Medicine 750 hrs; Surgery 600 hrs; Obstetrics and Gynecology 500 hrs; Paediatrics 150 hrs; Ophthalmology 150 hrs; Orthopaedics 150 hrs; Otorhinolaryngology 100 hrs; Neurology 50 hrs; Dental Surgery 25 hrs.
Part of the reason for this maldistribution is that today's policy makers in medical education are products of yesterday's medical education which did not recognize the high prevalence of psychiatric illness in the community or the importance of a biopsychosocial approach to illness. Their image of psychiatry (based on their experience as medical students) is that of a branch of medicine which deals with the' raving lunatic' who ought to be kept behind the high walls of mental hospitals, who is unlikely to be encountered by the average doctor more than once or twice in his lifetime. The high morbidity and mortality caused by non-psychotic conditions and the serious effects they have on the work force and GNP are seldom appreciated. One of the unfortunate attitudes which many medical teachers have is, "What was good enough for us when we were students is good enough for our students too".
Another reason for this lopsided view on psychiatric training is that psychiatry is seen as a sub-specialty of General Medicine like cardiology or neurology or rheumatology. Even today there are some medical colleges in this country where the psychiatry department is not an independent entity but is a part of the General Medicine department. The scope and methods of psychiat.-y are vastly different from General Medicine and it is high time that Psychiatry is viewed as a specialty in its own right like Medicine, Surgery or Obstetrics and Gynecology.
Today in this country we are striving catch up with the West in everything from remote sensing satellites to rap music. Even in medical practice, the most modern techniques are being introduced whether it be invitro fertilization or heart transplan-tation. When it comes to medical education however, we tend to ignore the emphasis most western countries give to Psychiatry training. The duration ofthe psychiatry posting, the seriousness with which it is taught and learnt, the evaluation procedures etc, in U.K., U.S.A. or Australia are vastly superior to what happens even in the best of our medical colleges. As a result of this, the ability of their average medical graduate to diagnose and treat common psychiatric problems is far better than that of many of our graduates. The emphasis given to psychiatric history taking and mental status examination in a standard manual like Hutchison's Clinical Methods is an eloquent testimony to the importance psychiatry has been given in medical training.
In the recent years there have been many surveys conducted on the medical students attitude towards psychiatry and the factors which influence them. Alexander and Kumaraswamy in their 1993 study, reported that there is a favorable opinion among students on the overall merits of the field of Psychiatry, role definition and functioning of psychiatrists. However, their report in this issue of the journal shows that only a small percentage of students actually consider psychiatry as a possible choice for future specialization. While a clinical posting and direct contact with the patients and faculty are found to have a positive effect, the negative attitude of non-psychiatry teachers towards psychiatry is found to have adverse effect on the students* own attitude. This observation was also reported by Rajagopalan and Kuruvilla (1994) who had pointed out how a two weeks posting is inadequate to influence the negative attitudes and misconceptions of students about Psychiatry.
While our attempts to improve the psychiatry content of undergraduate medical training should continue at the national and the university level, these findings also give us some guidance as to how we can and should try to change the attitude of the medical students and perhaps even more importantly, that of our non-psychiatrist colleagues, within our own individual institutions. Insisting on psychiatry teaching being done in the General hospital instead of sending the students to Mental Hospital, giving the student direct responsibility to work up patients himself and participate in the management of the case during the clinical posting, getting them into contact with psychiatric conditions which respond rapidly to treatment, priority being given to teaching of non-psychotic conditions which are more commonly seen in general hospital psychiatry practice than psychotic conditions and teaching them in a language understandable to the student avoiding jargon and excessive use of psychoanalytic concepts etc.. are some of the possible ways to improve the students' attitude.
Dealing with the prejudices of the nonpsychiatrist teachers may be even more difficult than dealing with the students. Here again an active consultation-liaison service where the psychiatrist tries to understand the clinical problems ofthe consultee, communicating to them in easy-to-understand terminology and being as specific as possible regarding advice on further management will be helpful. Collaborative research in areas of mutual interest could be a powerful means of enabling our nonpsychiatrist colleagues appreciate psychiatry. Above all, the psychiatrist also should be able to prove to other clinicians that there are effective treatment methods -pharmacological and psychological in psychiatry. An emphasis on the later may be useful because most non-psychiatrist clinicians feel that they can as well prescribe psychotropic drugs (though invariably this is restricted to anxiolytics and sub-therapeutic doses of antidepressants), and does not see any reason why they should send the patient to psychiatrist, if after all, all what the psychiatrist does is prescribe some more drugs. Thus the psychiatrist becoming proficient in the use of brief but effective psychological methods of treatment will be a useful way of establishing the credibility of our specialty.
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